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 N 000 Initial Comments  N 000

This visit was for a Home Health initial State 

Licensure survey.

Survey Dates:  March 18 and 19, 2015

Facility #:  013602

Surveyor:  Tonya Tucker, RN, PHNS

Unduplicated Census:  5

Current Skilled Patients: 2

Current Physical Therapy patients: 1

Discharged Patients: 2

Home Visits: 2

AuNova Home Care LLC is in compliance with 

the Indiana rules for licensure 410 IAC Article 17.

Quality Review: Joyce Elder, MSN, BSN, RN

March 23, 2015
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